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Abstract
Background: To determine whether training of providers participating in franchise clinic networks is associated
with increased Family Planning service use among low-income urban families in Pakistan.
Methods: The study uses 2001 survey data consisting of interviews with 1113 clinical and non-clinical providers
working in public and private hospitals/clinics. Data analysis excludes non-clinical providers reducing sample size to
822. Variables for the analysis are divided into client volume, and training in family planning. Regression models are
used to compute the association between training and service use in franchise versus private non-franchise clinics.
Results: In franchise clinic networks, staff are 6.5 times more likely to receive family planning training (P = 0.00)
relative to private non-franchises. Service use was significantly associated with training (P = 0.00), franchise
affiliation (P = 0.01), providers’ years of family planning experience (P = 0.02) and the number of trained staff
working at government owned clinics (P = 0.00). In this setting, nurses are significantly less likely to receive training
compared to doctors (P = 0.00).
Conclusions: These findings suggest that franchises recruit and train various cadres of health workers and training
maybe associated with increased service use through improvement in quality of services.
Background
Pakistan is one of six countries in South Asia that are
facing a critical shortage of health workers [1] with an
insufficient number of doctors and nurses [2] to meet
Millennium Development Goals (MDG) for Health [3]
[Table 1].
There are also inequalities in distribution of health
workers with approximately 80,000 doctors in urban
areas, and about 36,000 in rural areas. In contrast, there
are about 8,000 nurses in urban areas and about 15,000
nurses in rural areas [4]. The majority of physicians
comprise male doctors, approximately 75,000 versus
41,000 female physicians [5]. Poor health managerial
capacity and inadequate referral mechanisms have led to
gross inefficiencies in the public sector; and too often,
these referrals are not managed at the basic level
because of lack of resources, lack of managerial training,
lack of patient-centred care and staff shortages [6].
To overcome these deficiencies in primary health care
facilities, contracting out management and delivery of
preventive services to NGOs or healthcare providers,
has been proposed, underscoring the need for Govern-
ment to establish a regulatory framework [6].
Poor health outcomes are noted for regions with low
density of health workers, such as Africa and Southeast
Asia as shown below [Figure 1].
More than 50% of maternal deaths in the world are
concentrated in six countries and Pakistan is among
them [7]. Although progress toward MDG to reduce
maternal mortality has been slow in many regions,
Tunisia, Malaysia, Jamaica, Sri Lanka and Thailand, have
achieved success by investing in health system strength-
ening, improved access to family planning, emergency
obstetric care and skilled birth attendance [8]. Access to
family planning services is a complementary strategy to
address the burden of maternal mortality because it is
estimated that worldwide, meeting unmet need for
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third [8]. Government of Pakistan’s Lady Health Worker
program has been successful in improving maternal and
infant survival. Lady Health Workers are trained to pro-
vide essential drugs, contraceptives, immunizations,
antenatal/postnatal services and referrals for safe
motherhood [9].
Health system strengthening includes goals for devel-
oping an efficient workforce using competency based
training methods, mechanisms for supportive supervi-
sion, recruitment and deployment of health workers at
every level of the health system, and to achieve an
appropriate skill mix [10]. Insufficient human resources
further require that private sector providers be inte-
grated into public health programs [11-14]. Currently,
the private sector in Pakistan provides 70% of health
services and the quality of care is perceived to be super-
ior to that of the public sector [6]. In general, utilization
of ambulatory care is higher in the private sector and
utilization of in-patient care is higher at public sector
hospitals because they are better-equipped and the cost
of health technology is lower compared to the private
sector [6]. Absence of accreditation mechanisms for pri-
vate hospitals compounds the problem of inadequacies
in health delivery [6].
Social Franchising [15-18]
In developing countries, franchising has emerged as an
important strategy for provider training by private sector
organizations. A social franchise network is a type of
business model, in which a franchising organization,
licenses independent providers or service delivery outlets
to operate under its brand name. The main difference
between social franchising and commercial franchising
is that the former focuses on achieving social good such
as improved health outcomes for target populations,
while the latter is largely for-profit [Table 2].
The franchiser bears the financial risk of establishing
health services or setting up service delivery outlets.
Franchisees contribute equity, usually in the form of
their facilities, staff and pre-enrolled clients. Their social
capital is an important determinant of their selection for
franchise membership and subsequent performance
within the network. Social capital refers to their medical
background and their reputation. Franchisors can only
control franchisees through the business contract. One
advantage of social franchising is that services can be
scaled up and expanded rapidly.
The quality of care in social franchising is assured by
training, evidence-based practice, performance monitor-
ing, supportive supervision, standardization of services
and penalties for non-compliance leading to subsequent
termination of the contract. The franchisor benefits
when franchisees are motivated to continue participating
in the network. In general, since franchise affiliation
influences providers’ perceived benefits for additional
clients, expansion of services and revenue generation,
they are motivated to maintain the quality of their ser-
vices and continue to participate. Some providers how-
ever, leave the network after receiving training because
they do not wish to pay a continuing management fee.
In this case, their patients continue to seek care from
them because they perceive the quality of the provider
and not that of the services. This is due to information
asymmetry.
Establishment of a franchise network depends on the
availability of a favorable market. In countries where
there is professional unemployment, limited FP provi-
sion, and a demand for health services, a favorable mar-
ket exists for development of a successful franchise
model. Several programs are operational in Asia, Africa
and Latin America with financial support from donors
in the US, UK and Germany.
Context of demand for Family Planning [19,20]
The current total population of Pakistan is about 176
million people with 34% living in urban areas. The
health expenditure is 2.4% of GDP and there are 0.7
physicians per 1000 people. Unemployment rate is esti-
mated to be 7.4%. The total fertility rate is high at 4 per
woman and contraceptive prevalence rate, all methods,
is low at 30%. Unmet need for family planning in urban
areas is about 22% and in rural areas is about 26%.
Approximately 23% of women 20-24 years old give birth
before age 20. Maternal Mortality Rate is estimated to
be 276 deaths per 100,000 live births. Among women
aged 15-49 years, maternal deaths account for about
20% of all female deaths.
Green Star Network/Social Marketing Pakistan [21,22]
Under the sponsorship of Population Services Interna-
tional, Social Marketing Pakistan (SMP), a non-profit
organization, launched the Green Star Franchise Network
Table 1 Current estimates of health workforce in
Pakistan
2000 2004 2007
Doctors 92,824 113,295 127,859
Nurses 37,528 48,446 62,651
Midwives 22,525 23,559 25,261
LHW 5,443 6,741 9,302
Population/doctor 1473 1316 1225
Population/nurses 3642 3076 2501
Population/midwife 6068 6326 6203
Population/LHW 25113 22108 16845
[3] Sources: Economic Survey of Pakistan 2007-2008 and Pakistan Medical and
Dental Council (PMDC) and Pakistan Nursing Council (PNC), Islamabad
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17,000 providers (male and female physicians, female
paramedics, pharmacists) in 40 cities across Pakistan.
Following the establishment of Green Star, The Futures
Group launched the Key Social Marketing network. Pro-
viders have identified free training and increased clientele
as important incentives for joining the network. Cur-
rently, only the Population Welfare Program of the Gov-
ernment of Pakistan provides more family planning
services and products than Green Star. General practi-
tioners including male and female physicians and lady
health workers, who own private clinics, are invited to
join the network through the Pakistan Medical Associa-
tion. Their clinics must serve a minimum number of
patients and have access to ambulances, labs, pharmacy
and radiological services. Training of female doctors and
lady health workers consists of education about modern
contraceptive technology, management of side effects,
counseling skills and infection control. The course
includes supervised IUCD practice. In contrast, male
physicians and nurses receive a short course, which
excludes IUCD practice. After completion of training, a
contract allows providers to operate under the brand
name of Green Star with supplies and equipment neces-
sary for family planning practice. Trainers are generally
required to have a medical degree and one year training
in obstetrics and gynecology. They also provide follow-up
to reinforce knowledge/skills, record keeping, facilitate
implementation of infection control and provide family
planning products.
This paper investigates the association between train-
ing in franchise networks and use of Family planning
services among low-income urban families in Pakistan.
A related objective is to describe factors that influence
training status in order to improve service use at fran-
chise clinics. Government and non-governmental orga-
nizations (NGO) are included in the analysis.
Methods
The data for this study comes from provider interview
surveys conducted by A.C. Nielsen, Pakistan in 2001.
Data collection was based on multi-stage, multi-cluster
surveys of health facilities, clients and providers. Separate
questionnaires were used for health facilities, clients and
providers working at these facilities. 11 cities with 3
population groups were selected for the survey using
stratified random sampling with differential probability of
selection. In the first stage of sampling, all health estab-
lishments within the cities were listed and low-income
areas were sampled using Probability Proportional to Size
(PPS). 993 health facilities were systematically selected
from areas where franchises were located. The actual
sample included government reproductive health centers,
non-governmental organizations, private health facilities
and pharmacies. Private sector facilities were further
divided into franchise and non-franchise. All franchises
in each selected city were sampled [23].
In the second stage, the total number of health staff
was recorded and authorized family planning providers
in all health establishments were interviewed in-person.
The actual sample consisted of 1,113 selected providers
including doctors, nurses, lady health workers, parame-
dics and pharmacists/others .B a s e l i n es u r v e yd a t aw a s
collected between January and September 2001 and a
follow-up survey was completed in August 2004. For
this analysis baseline provider interview data was used.
Survey instrument
The survey was based on a standard 142-item question-
naire, which was broadly divided into measures of ser-
vice volume, training experience, source and content of
training, and referral mechanisms in family planning
and post-abortion care respectively. Each health estab-
lishment was coded on the questionnaire and the
respondent’s gender was recorded [Additional file 1].
Table 2 Social franchising versus Commercial franchising
Social franchising Commercial franchising
Key players ￿ Franchisor
￿ Franchisee
￿ Donor (pays initial capital)
￿ Franchisor
￿ Franchisee
Goal ￿ Sustainability of franchisor and franchisee
￿ Profitability of franchisee
￿ Maximize public health
￿ Profit for franchisor, franchisee and shareholders
Demand for product/service ￿ Yes ￿ Yes
Sector ￿ Non-profit ￿ For-profit
Product ￿ Social services, focus on health ￿ Consumer goods and services e.g. McDonald
Mass Marketing ￿ Recognition of brand name
￿ Dissemination of information about access to services
￿ Recognition of brand name
Payment ￿ Subsidies ￿ Market prices
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Informed consent was obtained from all participants.
T h es t u d yw a sa p p r o v e db yT h eU n i v e r s i t yo fN o r t h
Carolina School of Public Health Institutional Review
Board.
Measurement
For this analysis, variables of interest related to training
intervention and provider outcomes are shown in Table 3.
Linear regression models were used to measure the
association of training with client volume. Log of total
client volume was used to model this effect and the
variable of interest was ever received training.
Logistic regression models were used to assess the
odds of training in family planning. Type of health
establishment was the key variable for determining
whether training was received through participation in
franchise networks. The models controlled for providers’
years of work experience in general healthcare or family
planning, gender, staff level, commitment to family plan-
ning provision and affiliation with franchise. STATA
statistical software was used throughout. In this study
pharmacists and pharmacies were excluded from the
analysis, reducing the total sample size to 822.
Results
Table 4 shows the distribution of the total sample of 822
providers in the survey. The mean of the total client
volume was about ten. 70% of the providers were trained
in Family Planning and approximately 20% had received
training in Post-Abortion Care. Among them, 29%
received Family Planning training from Government of
Pakistan, and 41% were trained in the private sector by
franchises and NGOs. Regarding Post-Abortion Care
training, 13% were trained by Government, 7% were
trained by franchises and NGOs and 1% reported other
source of training. 68% of providers worked in the private
sector and 32% worked in the public sector. Female doc-
tors and lady health workers comprised the majority of
the sample compared to only 7% of nurses and 33% of
male doctors. More than half of all providers reported
less than 10 years of general healthcare experience and
approximately 70% had less than 10 years of Family Plan-
ning experience. About 20% of providers devoted
40 hours per week to Family Planning practice. 62% of
providers had ever worked for Government while 64%
were affiliated with a franchise.
Training
Table 5 shows the distribution of trained providers in
the sample. Across all types of health establishments,
more than half of all trained staff worked at franchise
clinics and about 75% of health workers were affiliated
with a franchise. Post-Abortion Care training was pro-
vided to more than half of doctors, health workers with
less than ten years of experience in either general
healthcare or Family Planning and female providers
(about 80%). Approximately 70% of providers had less
than ten years of family planning experience, suggesting
that medical education, gender and age were important
determinants of selection into franchise networks and
subsequent training. 67% of providers reported ever
working for government suggesting that this is a key
predictor of FP and PAC training received in the public
sector. About 30% of trained providers committed 40
hours per week to family planning care.
Table 6 shows that compared to private non-fran-
chises, staff working at franchise clinics and non-
Table 3 Measurement of Variables
Outcome variables Operationalized by:
Total client volume “How many clients received Family Planning services from you last week?”
Training in Family Planning care “Have you ever received in-service training in Family Planning care?”
Source of training “Who provided this training?”
Training in Post-Abortion Care “Have you ever received in-service training in post abortion care?”
Source of training “Who provided this training?”
Independent variables
Years of experience providing general healthcare “How many years of experience providing healthcare do you have in total?”
Years of experience providing family planning care “How many years of experience providing Family Planning care do you have in total?”
Ever worked for government “Have you ever worked for the government as a health provider?”
Affiliation with Green Star Network “Are you affiliated with the Green Star Network?”
Affiliation with Key Social Marketing “Are you affiliated with the Key Network?”
Time spent on FP services “How many hours on average per week do you spend providing family planning services?”
*Levels of staff, gender of staff and type of health establishment are coded on the survey
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likely to receive training in family planning and post-
abortion care (Family Planning: franchise OR = 6.5,
P = 0.00; NGO: OR = 4.5, P = 0.00. Post-Abortion Care:
franchise OR = 2.0, P = 0.18; NGO: OR = 2.2, P = 0.15).
Although working at public facilities significantly
increased the likelihood of receiving training in Family
Planning (OR = 7.6, P = 0.00) the odds of receiving
Post-Abortion Care training were equivocal for staff
working at public facilities and private non-franchises.
Ever working for government significantly increased the
odds of training in Family Planning and Post-Abortion
Care (FP: OR = 1.6, P = 0.01. PAC: OR = 1.6, P = 0.02).
Compared to doctors, nurses had significantly lower
odds of receiving training in Family Planning and
Post-Abortion Care (FP: OR = 0.2, P = 0.00; PAC:
OR = 0.5, P = 0.08) and Lady Health Workers had sig-
nificantly lower odds of receiving training in PAC
(OR = 0.6, P = 0.02). Male providers had lower odds
of receiving training compared to all female providers
(OR = 0.6, P = 0.02)
Years of work experience and affiliation with franchise
networks did not influence the odds of training suggest-
ing that training is a benefit of recruitment in the
network.
Use of Family Planning Services
Table 7 shows that there was a significant and positive
association between use of services and training
(P = 0.00, coeff. = 0.2, SE = 0.0 or 1.2 additional clients
per week). Relative to private non-franchises, service use
was negatively associated with number of staff working at
franchise clinics (P = 0.34, coeff = -0.1, SE = 0.1) and
positively associated with the number of trained staff
working at public facilities and non-government (NGO)
clinics (government: P = 0.00, coeff = 0.3, SE = 0.1 or 1.3
additional clients per week; NGO: P = 0.26, coeff = 0.1,
Table 4 Distribution of all clinical providers (N = 822)
%n
Mean of total client volume = 10
Ever received training in Family Planning
Yes 70 574
No 30 248
Source of training
No training 30 248
Green Star 30 248
Key 7 55
NGO 4 37
Government 29 234
Ever received training in Post Abortion Care
Yes 21 171
No 79 651
Source of training
No training 79 651
Green Star 6 47
NGO 1 12
Govt. 13 108
Other 1 4
Type of health establishment
Private non-franchise 18 146
Franchise 46 382
Govt. 4 262
NGO 32 32
Provider designation
Doctor 56 456
Nurse 7 58
Lady health worker 37 308
Provider gender
Female 67 554
Male 33 268
Duration of general healthcare experience
Less than 10 years 55 456
More than 10 years 45 366
Duration of Family Planning experience
Less than 10 years 69 564
More than 10 years 31 258
Average hrs/wk spent on Family Planning
Less than 20 hrs 57 470
21-40 hrs 23 186
More than 40 hrs 20 166
Table 4: Distribution of all clinical providers (N = 822)
(Continued)
Ever worked for govt.
Yes 62 509
No 38 313
Affiliation with Green Star
Yes 45 369
No 55 453
Affiliation with Key
Yes 19 153
No 81 669
Does not include missing values
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ciations were also noted for years of family planning
experience (P = 0.02, coeff = 0.1, SE = 0.1 or 1.1 addi-
tional client per week) and franchise affiliation (Key
Social Marketing: P = 0.2, coeff = 0.1, SE = 0.0 or 1.1
additional client per week; Green Star: P = 0.01, coeff =
0.2, SE = 0.1 or 1.2 additional clients per week). Overall,
within the private sector, franchise affiliation was asso-
ciated with 2.3 additional clients per week. Relative to
female providers, the number of male providers showed a
statistically significant negative association with service
use (P = 0.00, coeff = -0.1, SE = 0.0).
Discussion
This study revealed some important findings about
access to family planning services in urban areas, which
may be valid in today’s context. Dual practice in Paki-
stan has continued throughout the years and nurse
training has continued to be a significant challenge par-
ticularly due to the low prestige associated with the pro-
fession and few trained mentors available [24]. Dual
practice results from providers’ desire to generate more
income through private practice due to the prevailing
low wages, poor referral mechanisms and lack of
resources in the public sector. Often providers who
engage in dual practice have the propensity to overpre-
scribe and to make inappropriate use of facilities, staff,
health technology and other resources available in the
public sector. These providers have patients in public
practice, which they divert into their private practice.
Information asymmetry may be the underlying cause for
this diversion when patients cannot differentiate
between the services received in the public sector versus
those received in the private sector and remain loyal to
the provider. Since the early nineties, franchise programs
have complemented Ministry of Health’se f f o r t st o
improve reproductive health outcomes through training,
monitoring and standardization of services [25]. Train-
ing increases the use of services and the technical com-
petence of providers. In this way, providers who are
trained in the public sector and continue to engage in
dual practice are likely to provide better care than those
who have not received similar training. Training can
also work as a non-financial incentive for them and may
improve their attitudes. Additionally in the context of
Table 5 Distribution of trained providers (N = 745)
Trained in
FP
Trained in
PAC
Total
%n% n % n
Type of health establishment
Private non-franchise 7 39 8 13 7 52
Franchise 52 296 58 100 53 396
Govt. RHC 38 219 30 51 36 270
NGO 3 20 4 7 4 27
Total 574 171 745
Provider education
Doctor 50 290 54 92 51 382
Nurse 4 25 6 11 5 36
LHW 45 259 40 68 44 327
Total 574 171 745
Provider Gender
Female 75 430 87 149 78 579
Male 25 144 13 22 22 166
Total 574 171 745
Affiliation with Green Star
Yes 50 287 58 99 52 386
No 50 287 42 72 48 359
Total 574 171 745
Affiliation with Key
Yes 23 130 25 42 23 172
No 77 444 75 129 77 573
Total 574 171 745
Average hours/week FP work
Less than 20 hours 49 282 45 76 48 358
21-40 hours 27 157 33 57 29 214
More than 40 hours 24 135 22 38 23 173
Total 574 171 745
General healthcare experience
Less than 10 years 54 307 56 95 54 402
More than 10 years 46 267 44 76 46 343
Total 574 171 745
Family Planning experience
Less than 10 years 67 382 67 115 67 497
More than 10 years 33 192 33 56 33 248
Total 574 171 745
Table 5: Distribution of trained providers (N = 745)
(Continued)
Ever worked for Government
Yes 67 386 67 115 67 501
No 33 188 33 56 33 244
Total 574 171 745
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links training to quality and access to reproductive
health services. Data from 2001 showed that staff work-
ing at government owned health facilities were asso-
ciated with the highest probabilities of training in family
planning compared to all private sector health facilities.
Not surprisingly, public facilities were associated with
higher client volume compared to private non-fran-
chises. The choice of family planning method may influ-
ence the pattern of service utilization. A survey in 1999
showed that 60% of women in Karachi who used either
pills or condoms obtained them from a pharmacy, and
the proportion of women who used long-term contra-
ception such as injectables or implant or intra-uterine
devices, was equivalent for either government or private
clinics. In contrast, 53% of those surveyed about tubal
ligation had undergone the procedure at a private clinic
a n d4 7 %h a du s e dag o v e r n m e n tc l i n i c[ 2 6 ] .N o t a b l y ,
IUD, injectables and sterilization are the preferred meth-
ods for family planning in Pakistan [27].
Data from health establishment surveys conducted in
2001 showed that public facilities in Pakistan, Bihar and
Table 6 Probability of training in FP and Post Abortion Care (N = 745)
FP training PAC training
OR (CI) P-value OR (CI) P-value
Type of health establishment
Private non-franchise (reference)
Franchise 6.5 (2.5, 17) 0.00 2.0 (0.7, 5.1) 0.18
Govt. 7.6 (4.1, 14) 0.00 1.0 (0.5, 2.2) 0.93
NGO 4.5 (1.8, 10.8) 0.00 2.2 (0.8, 6.5) 0.15
Provider education
Doctor (reference)
Nurse 0.2 (0.1, 0.4) 0.00 0.5 (0.3, 1.1) 0.08
Lady Health Worker (LHW) 1.2 (0.7, 2.0) 0.53 0.6 (0.4, 0.9) 0.02
Provider gender
Female (reference)
Male 0.6 (0.4, 0.9) 0.02 0.2 (0.1, 0.3) 0.00
General healthcare experience
Less than 10 years (reference)
More than 10 years 1.3 (0.7, 2.1) 0.39 1.0 (0.6, 1.8) 0.97
Family Planning experience
Less than 10 years (reference)
More than 10 years 1.0 (0.5, 1.7) 0.92 1.1 (0.6, 2.0) 0.79
Ever worked for government
No (reference)
Yes 1.6 (1.1, 2.4) 0.01 1.6 (1.1, 2.5) 0.02
Affiliation with Key Social Marketing
No (reference)
Yes 1.7 (1.0, 2.9) 0.06 1.2 (0.8, 1.9) 0.46
Affiliation with Green Star
No (reference)
Yes 1.2 (0.5, 2.9) 0.65 1.1 (0.5, 2.4) 0.74
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client volume compared to private non-franchises [23].
In the private sector, franchises and non-governmental
organizations were associated with significantly higher
odds of training in family planning and post-abortion
care compared to non-franch i s e s .T h es i z eo ft r a i n e d
staff working at government reproductive health centers
and NGO clinics was positively associated with
increased client volume. However, the number of
trained staff varied across private sector facilities,
depending upon service capacity and level of specializa-
tion of providers. It is likely that tertiary hospitals in the
public sector had higher client volume while, franchise
clinics with smaller service capacity compared to private
non-franchises, were associated with lower client
volume. In order to encourage greater use of services
franchise programs expanded services through a larger
pool of trained providers and included non-governmen-
tal organizations as referral facilities in the network.
Therefore, providers who were affiliated with franchise
networks and those with more than ten years of family
planning experience had higher client volume.
The strongest negative associations were noted for
provider gender; and nurses were statistically signifi-
cantly less likely to receive training in both Family Plan-
ning and Post-Abortion Care, compared to doctors.
Thus, young female doctors comprised the largest pro-
portion of health workers who were trained in Post-
Abortion Care. Nurses are deployed to rural areas hence
it is to be expected that very few nurses were inter-
viewed in this sample (7%). Negative judgments about
the quality of nursing care may prevent women from
consulting nurses in Pakistan, explaining why nurses are
underutilized. Given that women often refuse pelvic
examination performed by male doctors, in-service
training for nurses in family planning and post-abortion
care may expand the number of female providers avail-
able, particularly for IUDs, which are the method of
choice for women seeking birth spacing. Training in
combination with information dissemination campaigns
would promote the quality of nurses, and enable clients
to find value from services. Evaluation of a pay for per-
formance voucher pilot scheme conducted by Green
Star in 2008-2009 showed that post-partum family plan-
ning use was successful among women who used vou-
chers for antenatal care and facility-based delivery. In
this scheme, vouchers were given to poor women to use
for a reproductive health services package and providers
were compensated on a fee for performance basis. The
pilot was conducted in one district of Punjab with a
population of 2.2 million and contraceptive prevalence
rate (all methods) of 27 percent. Among post-partum
contraception acceptors 26% of women chose long-term
methods versus 15% of women who chose injectables,
4% who chose pills, and 2% who chose tubal ligation
[28]. Globally, experience has shown that nurses and
midwives can provide effective counseling, IUD inser-
tion, family planning and post-abortion care [29-33].
Task shifting of reproductive health services to nurses
and midwives in Pakistan, may deserve some attention
with careful human resource planning.
Table 7 Association between total client volume and
training (N = 574)
Log Client Volume
Coefficient (SE) P-value
Ever received training
No (reference)
Yes 0.2 (0.0) 0.00
Type of health establishment
Private non-franchise (reference)
Franchise -0.1 (0.1) 0.34
Govt. 0.3 (0.1) 0.00
NGO 0.1 (0.1) 0.26
General healthcare experience
Less than 10 years (reference)
More than 10 years 0.0 (0.1) 0.43
Family Planning experience
Less than 10 years (reference)
More than 10 years 0.1 (0.1) 0.02
Ever worked for government
No (reference)
Yes 0.0 (0.0) 0.32
Affiliation with Key Social Marketing
No (reference)
Yes 0.1 (0.0) 0.2
Affiliation with Green Star
No (reference)
Yes 0.2 (0.1) 0.01
Provider designation
Doctor (reference)
Nurse 0.0 (0.1) 0.77
Lady Health Worker (LHW) 0.0 (0.1) 0.78
Provider gender
Female (reference)
Male -0.1(0.0) 0.00
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ter may not be a key concern for some women because
male doctors in this survey did have clients. However it
is likely that these consultations were for methods other
than IUD or for matters other than reproductive health.
Quality of care is negatively influenced by barriers
affecting access to services in supply chains, in facilities
and equipment, in staff training, in media campaigns, and
record keeping [34-43]. In some countries, providers’
negative attitudes toward family planning have restricted
clients’ access to services including Brazil where provi-
ders believed that women cannot learn to use barrier
methods and Africa where clients’ age, marital status,
number of children, parity and spousal consent influ-
enced providers’ decision to provide contraception [44].
Often, poor working environments adversely affect provi-
der performance by placing them at risk for stress and
depression. Increased workloads, difficult interpersonal
relations, conflicts in performing professional duties,
poor skill mix, health worker shortage, low wages and
lack of opportunities for professional development all
have a spillover effect on patient outcomes [44]. The Isla-
mabad Declaration on Strengthening Nursing and Mid-
wifery 2007 identified three priority areas that needed
attention namely: scaling up midwifery and nursing capa-
city, developing appropriate skill mix and developing
positive workplace environments [45].
Quality of care is of key concern to all stakeholders
including health professionals [46,47]. The political,
administrative and socioeconomic context strongly influ-
ences the quality of family planning programs in devel-
oping countries. This study showed that only about
one-fifth of the providers surveyed devoted up to
40 hours per week to FP care. This number increased to
one-third after training, suggesting that providers’ atti-
tudes and counseling skills can be enhanced. Addition-
ally, younger providers may have better attitudes about
reproductive health and clients may be more willing to
seek services from them [48]. A recent study that used
data from 2001 and 2004 surveys of health facilities,
providers and clients, measured the quality of services
based on the Bruce-Jain Framework, and found greater
quality scores for public sector facilities and franchise
clinic networks compared to NGOs and private non-
franchises [49].
Earlier studies have focused on evaluating the quality,
access and cost of reproductive health services provided
by clinic franchise networks [23,49]. This study
described the likelihood of training for various cadres of
providers, and the association between training and
quality. In the past decade, unmet need has not changed
and health worker shortages have continued. Human
resources appear to be skewed in favor of doctors and
Lady Health Workers.
There is a severe limitation of this study. Data were
based on provider interviews conducted in 2001 and
analysis was limited to clinical providers located in
urban areas. Their responses may be biased based on
attitudes toward dual practice and family planning/post-
abortion care.
Conclusions
Franchise networks monitor and train various cadres of
health workers to improve the quality of family planning
services in urban areas. Trained providers have technical
competencies, counseling skills, have abilities in record
keeping and serve more clients. In the private sector,
clients would benefit more from services offered by
trained providers working at franchise service delivery
outlets compared to services offered by untrained provi-
ders working in private non-franchise clinics. In 2001,
nurses appeared to be underutilized as shown by the
small proportion of nurses who were providers of family
planning in a nationally representative data and their
probability of training compared to doctors was low. In
a culture where there are restrictions on health seeking
behaviors, it is likely that women would choose to see
female providers even those with lesser training than
doctors. With in-service training in Family Planning and
Post-Abortion Care, nurses and midwives could poten-
tially contribute to expanding accessibility of family
planning programs in both private and public sectors.
Additional material
Additional file 1: FP Provider/Staff interview.
Competing interests
The author declares that they have no competing interests.
Received: 26 August 2010 Accepted: 9 November 2010
Published: 9 November 2010
References
1. Global Health Workforce Alliance. [http://www.who.int/workforcealliance/
countries/57crisiscountries.pdf], Last accessed 9/20/2010.
2. Pakistan Health profile. [http://www.who.int/gho/countries/pak.pdf], Last
accessed 9/20/2010.
3. Economic Survey of Pakistan 2007-2008. Part 2 of 2. Ministry of Finance.
Government of Pakistan. [http://www.accountancy.com.pk/docs/economic-
survey-pakistan-2007-08-02.pdf], Last accessed 9/20/2010.
4. WHO Global Atlas of the Health Workforce: Geographic Distribution by
Country.[http://apps.who.int/globalatlas/docs/HRH/HTML/Geo_ctry.htm],
Last accessed 9/20/2010.
5. WHO Global Atlas of the Health Workforce: Gender Distribution by
Country.[http://apps.who.int/globalatlas/docs/HRH/HTML/Sex_ctry.htm], Last
Accessed 9/20/2010.
6. Nishtar S: The Gateway Paper. Health Systems in Pakistan. A Way
Forward. Islamabad, Pakistan: Pakistan’s Health Policy Forum and Heartfile;
2006.
7. Hogan M, Foreman K, Naghavi M, Ahn S, Wang M, Makela S, Lopez A,
Lozano R, Murray C: Maternal mortality for 181 countries, 1980–2008: a
Qureshi BMC International Health and Human Rights 2010, 10:26
http://www.biomedcentral.com/1472-698X/10/26
Page 10 of 12systematic analysis of progress towards Millennium Development Goal
5. The Lancet 2010, 375(9726):1609-1623[http://www.thelancet.com/
journals/lancet/article/PIIS0140-6736(10)60518-1/abstract], Last accessed 9/
20/2010.
8. United Nations: Goal 5: Improve Maternal Health. Fact Sheet. 2008 [http://
www.un.org/millenniumgoals/2008highlevel/pdf/newsroom/Goal%205%
20FINAL.pdf], Last accessed 9/20/2010.
9. GHWA Task force on Scaling Up Education and Training for Health Workers:
Pakistan’s Lady Health Worker Programme.[http://www.who.int/
workforcealliance/knowledge/case_studies/Pakistan.pdf], Last accessed 9/20/
2010.
10. World Health organization: Everybody’s Business. Strengthening Health
Systems to Improve Health Outcomes. WHO’s Framework for Action; 2007
[http://who.int/healthsystems/strategy/everybodys_business.pdf], Last
accessed 9/20/2010.
11. Smith E, Brugha R, Zwi A: Working with private sector providers for
better health care: An introductory guide. Book Review [http://129.3.20.41/
econ-wp/urb/papers/0506/0506003.pdf], Last accessed 9/20/2010.
12. Bustreo F, Harding A, Axelsson H: Can developing countries achieve
adequate improvements in child health without engaging the private
sector? Bulletin of the World Health Organization 2003, 81:886-895[http://
www.who.int/bulletin/volumes/81/12/886-894.pdf], Last accessed 9/20/2010.
13. O’Hanlon B, Policy Brief: The vital role of the Private Sector in
Reproductive Health. PSP-One project. Abt Associates Inc; 2009 [http://
www.psp-one.com/content/resource/detail/5260/], Last accessed 9/20/2010.
14. Averburg D, Segall M: Primer. Best practices in Training Private Providers.
PSP-One project. Abt Associates Inc; 2008 [http://www.intrahealth.org/
~intrahea/files/media/training-innovations-and-provider-performance/
file_FINAL_Best_Practices_in_Training_Private_Providers_Primer.pdf], Last
accessed 9/20/2010.
15. Chandani T, Sulzbach S, Forzley M: Private Provider Networks: The role of
viability in expanding supply of reproductive health and family planning
services. Bethesda MD: PSP-One project. Abt Associates Inc; 2006 [http://
www.psp-one.com/content/resource/detail/2941/], Last accessed 9/20/2010.
16. Montagu D: Franchising of Health Services in Developing Countries.
Health Policy and Planning 17(2):121-130[http://repositories.cdlib.org/big/
franchising], Last accessed: 9/20/2010.
17. Franchising in Health: The World Bank Group Private Sector and
Infrastructure Network. Note Number 263 2003 [http://rru.worldbank.org/
documents/publicpolicyjournal/263Ruste-063003.pdf], Last accessed 9/20/
2010.
18. The Global Health Group UCSF: Clinical Social Franchising. An Annual
Compendium of Programs. 2009 [http://globalhealthsciences.ucsf.edu/pdf/
SocialFranchisingCompendium.pdf], Last accessed 9/20/2010.
19. National Institute of Population Studies (NIPS) [Pakistan] and Macro
International Inc: In Pakistan Demographic and Health Survey 2006-07.
Volume Chapter 14. Islamabad, Pakistan: National Institute of Population
Studies and Macro International Inc; 2008[http://www.measuredhs.com/
pubs/pdf/FR200/FR200.pdf], Last accessed: 8/19/2010.
20. USAID Country Health Statistical Report Pakistan. 2009 [http://pdf.usaid.
gov/pdf_docs/PNADR599.pdf], Last accessed: 8/19/2010.
21. McBride J, Ahmed R: Social Franchising as a strategy for expanding
access to reproductive health services: A case study of the Green Star
Service Delivery Network in Pakistan. Washington DC. USAID/Commercial
Market Strategies project; 2001 [http://www.rhsupplies.org/fileadmin/
user_upload/toolkit/B_Advocacy_for_RHS/Social_Franchising_Case_Study.
pdf], Last accessed: 9/20/2010.
22. HLSP: Resources: Private Sector Participation in Health. Part 4: Case
Studies. The Green Star Franchise Network, Pakistan. 2004 [http://www.
hlsp.org/LinkClick.aspx?fileticket=95ol-vJmrGc%3d&tabid=1805&mid=3498],
Last accessed 9/20/2010.
23. Stephenson Rob, Tsui Ong Amy, Sulzbach Sara, Bardsley Phil,
Bekele Getachew, Giday Tilahun, Ahmed Rehana, Gopalkrishnan Gopi,
Feyesitan Bamikale: Franchising Reproductive Health Services. Health
Services Research 2004, 39(6p2):2053.
24. Harner R, Amarsi Y, Herberg P, Miller G: Health and Nursing Services in
Pakistan: Problems and challenges for nurse leaders. Nursing
Administration Quarterly 1992, 16(2):52-59.
25. World Health organization: Draft. Pakistan. The role of contractual
arrangements in improving health sector performance.[http://gis.emro.
who.int/HealthSystemObservatory/PDF/Contracting/Pakistan.pdf], Last
accessed 9/20/2010.
26. Hagen C, Fikree F, Sherali A, Hoodbhoy F: Fertility and Family Planning
Trends in Karachi, Pakistan. International family Planning Perspectives 1999,
25(1).
27. Bhatti MH: Correlates of Choice of Contraceptive Methods in Pakistan.
The Pakistan Development Review. 34. 1995, 4(Part III):889-898[http://
www.pide.org.pk/pdf/PDR/1995/Volume4/889-898.pdf], Last accessed: 9/20/
2010.
28. Bashir H, Kazmi S, Eichler R, Beith A, Brown E: Pay for Performance:
Improving Maternal Health Services in Pakistan. Bethesda, MD: Health
Systems 20/20 project. Abt Associates Inc; 2009 [http://www.
hrhresourcecenter.org/node/3119], Last accessed: 9/20/2010.
29. Berer M: Provision of abortion by mid-level providers: international
policy, practice and perspectives. Bulletin of the World Health Organization
2009, 87(1):1-80[http://www.who.int/bulletin/volumes/87/1/07-050138/en/],
Last accessed: 8/19/2010.
30. Dickson-Tetteh K, Billings D: Abortion care services provided by registered
nurses in South Africa. Int Fam Plan Perspect 2002, 28:144-50[http://www.
guttmacher.org/pubs/journals/2814402.pdf], Last accessed: 9/20/2010.
31. White P, Levin L: The Potential of Private Sector midwives in reaching
Millennium Development Goals. Bethesda MD: PSP-One project. Abt
Associates Inc; 2006.
32. Costello M, Lacuesta M, RamaRao S, Jain A: A Client-centered Approach to
Family Planning: The Davao Project. Studies in Family Planning 2001, 32(4)
[http://www.popcouncil.org/pdfs/councilarticles/sfp/SFP324Costello.pdf],
Last accessed: 9/20/2010.
33. Eren N, Ramos R, Gray R: Physicians versus Auxiliary Nurse-Midwives as
Providers of IUD Services: A Study in Turkey and the Philippines. Studies
in Family Planning 1983, 14(2).
34. Askew I, Mensch B, Adewuyi A: Indicators for Measuring the Quality of
Family Planning Services in Nigeria. Studies in family Planning 1994,
25(5):268-283.
35. Stanback J, Twum-Baah KA: Why Do Family Planning Providers Restrict
Access to Services? An Examination in Ghana. International Family
Planning perspectives 2001, 27(1):37-41.
36. Speizer I, Hotchkiss D, Magnani R, Hubbard B, Nelson K: Do Service
Providers in Tanzania Unnecessarily restrict Clients’ Access to
Contraceptive Methods? International Family Planning Perspectives 2000,
26(1):13-20.
37. Mensch B, Arends-Kuenning M, Jain A: The Impact of Quality of Family
Planning Services on Contraceptive use in Peru. Studies in family Planning
1996, 27(2):59-75.
38. Hardee K, Clyde M, MacDonald O, Bailey W, Villinski M: Assessing Family
Planning Service-Delivery Practices: the case of Private Physicians in
Jamaica. Studies in Family Planning 1995, 26(6):338-349.
39. Brown L, Tyane M, Bertrand J, Lauro D, Abou-ouakil M, deMaria L: Quality
of Care in Family Planning Services in Morocco. Studies in Family Planning
1995, 26(3):154-168.
40. Hardee K, Janowitz B, Stanback J, Villinski M: Comment: What have we
learned from studying changes in service guidelines and practices?
International Family Planning perspectives 1998, 24(2).
41. Mensch B, Fisher A, Askew I, Ajayi A: Using SA data to assess the
functioning of FP clinics in Nigeria, Tanzania and Zimbabwe. Studies in
Family Planning 1994, 25(1).
42. Bertrand J, Hardee K, Magnani R, Angle M: Access, QOC and medical
barriers in FP programs. International Family Planning Perspectives 1995,
21(2):64-69, 74.
43. Abdelhadi C, Bessaih M, Boubkry M, Steffan M, Winfrey W: Private sector
health care providers in Morocco family Planning Attitudes and
Characteristics. Washington DC. USAID/Commercial Market Strategies
project; 2002.
44. Lantis K, Green C, Joyce S, Population Council and Population Reference
Bureau: New Perspectives on Quality of Care: No. 3. Providers and
Quality of Care. Washington DC 2002.
45. Islamabad Declaration on Strengthening Nursing and Midwifery. 2007
[http://www.who.int/hrh/nursing_midwifery/declaration_Islamabad.pdf], Last
accessed: 9/20/2010.
46. Bruce J: Fundamental Elements of the Quality of Care: A Simple
Framework. Studies in Family Planning 1990, 21(2):61-91.
Qureshi BMC International Health and Human Rights 2010, 10:26
http://www.biomedcentral.com/1472-698X/10/26
Page 11 of 1247. Simmons R, Elias C: The Study of Client-Provider Interactions: A Review of
Methodological Issues. Studies in Family Planning 1994, 25(1):1-17.
48. Rudy S, Tabbutt-Henry J, Schaefer L, McQuide P: Improving Client-Provider
Interaction: Population Reports. Series Q, Number 01. Baltimore. The
Johns Hopkins Bloomberg School of Public Health. The INFO project. Fall;
2003.
49. Bishai D, Shah N, Walker D, Brieger W, Peters D: Social Franchising to
Improve Quality and Access in Private Health Care in Developing
Countries. Harvard Health Policy Review 2008, 9(1):184-197.
Pre-publication history
The pre-publication history for this paper can be accessed here:
http://www.biomedcentral.com/1472-698X/10/26/prepub
doi:10.1186/1472-698X-10-26
Cite this article as: Qureshi: Case Study: Does training of private
networks of Family Planning clinicians in urban Pakistan affect service
utilization? BMC International Health and Human Rights 2010 10:26.
Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
Qureshi BMC International Health and Human Rights 2010, 10:26
http://www.biomedcentral.com/1472-698X/10/26
Page 12 of 12